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POINT-BY-POINT RESPONSE TO REVIEWERS' COMMENTS REVIEWER 1
Reviewer Name: Javier H Campos, MD Institution and Country: University of Iowa Health Care, United States Please state any competing interests or state 'None declared': None Declared Please leave your comments for the authors below:
Comment 1: I have reviewed the manuscript (proposal for study) entitled "Effect of lateral positioning on the bronchial cuff pressure of a left-sided double-lumen endotracheal tube during thoracic surgery: study protocol for a prospective observational study." The authors are planning to study the bronchial cuff pressure of the double-lumen tube, to determine if postural changes will have implications.
In principle the study is aimed to meet the objectives, however there are some areas of concern:
1. Page 9 line 30 re: all the FOB etc will be done by a single investigator (SHB). This single researcher is already putting bias towards the study. Why won't other members of the team be allowed to do the FOB and measurements? Please explain.
Response: We appreciate the reviewer's observations and queries. We have given a lot of consideration to this issue. As mentioned in the Introduction and Methods sections of our manuscript, the aim of this study is to evaluate the changes in BCP caused by changes in posture in the absence of tube displacement effects. Given that we are attempting to exclude the effects of tube displacement (e.g., herniation over the carina, advancement too deeply), we have decided to confirm that the bronchial cuffs are in the same site at two positions using FOB. Although we will not be able to confirm that the DLT is at the exact same site in the supine and lateral positions using FOB, we assume that we can meet the same conditions by confirming that the DLT is in the correct position (placement within the left main bronchus just below the carina without herniation) in accordance with previous reports. Therefore, we believe that the same investigator should confirm the position of the DLT in order to determine whether or not it is placed at the same site in both the supine position and the lateral position. The reviewer correctly points out that at least two investigators should be involved to reduce the risk of bias. However, we feel that it would be preferable to have the same investigator confirm the position of the DLT when observing it at two time points (the supine position and the lateral position). Measurement of the length of the left main bronchus will be repeated using another FOB in order to eliminate bias. This method has already been described in our reference [22] , and we have included the sentence "The length of the LMB will be measured using another FOB"(Page 9, under the heading "Length of the LMB') in our manuscript.
Comment 2: What about the tracheal balloon pressure? This should be measured as well and reported within your findings. Please explain.
We thank the reviewer for pointing this out. At first, we thought that we should observe the change in tracheal cuff pressure as well as BCP in a preliminary study. However, as is well known, in thoracic anesthesia for one lung ventilation, displacement of the DLT is very common after a change in the patient's posture, and deflation or inflation of both the tracheal and bronchial cuff should be repeated whenever the DLT is repositioned. Furthermore, when changing the patient posture, the manometer could not be connected continuously to the pilot balloon of either the tracheal or bronchial cuff. It is already known that connecting the manometer to the pilot balloon results in loss of cuff pressure [Asai et al. J Intensive Care. 2014; 2(1) : 34]. Therefore, we attempted to inject air into the cuff with the same volume in order to create the same conditions and decided to measure the BCP by addition of air in 0.5-ml increments (from 0 to 3 ml). However, the recommended volume for a tracheal cuff (5-10 ml) is different from that recommended for a bronchial cuff, and the recommended pressure is 20-30 cmH2O. It is difficult to determine how much should be administered to maintain this recommended pressure. Furthermore, tracheal cuff pressure is not our main concern, and many studies using a single-lumen endotracheal tube have already demonstrated changes in cuff pressure in response to a change in the patient's posture [1, 4, 12, 13] . Therefore, we have included " The pressure of the tracheal cuff will be modified using a cuff manometer to maintain a pressure in the range of 20-30 cmH2O, and the volume of air administered will be recorded" in our manuscript. However, as the reviewer suggests, we will also include tracheal cuff pressure as a secondary outcome if necessary.
Comment 3: The authors should perform FOB at the end of the surgery, prior to extubation and have a scrore to determine the implications of higher or lower cuff balloon pressure. This can be easily done prior to extubation by withdrawing the DLT a few centimeters than a FOB through the endobronchial lumen to see if there is any new findings compared with baseline pre-inflation of cuff.
Otherwise it sounds like a good study.
Response: We agree with the reviewer in that clinical impact is important in good research, and we also need intraoperative and postoperative outcomes. However, there have been wide variations in operating time during VATS surgery at our institution. If the operating time is not constant and relatively long (more than 4-6 hours during VATS lobectomy), it may be difficult to evaluate the postoperative outcomes objectively. If the operating time is surgery is long and involves considerable surgical manipulation of the lung or bronchus, airway edema or hypersecretion of mucus may occur and affect BCP or other respiratory variables. Moreover, there are not many thoracic surgery cases, so it is difficult to carry out research by selecting only procedures with short operating times. Therefore, we decided to perform the study until the start of surgery. If this situation improves in the future, we would like to perform a further study of postoperative outcomes. Comment 1: Thank you for the chance to review your manuscript. The theme about appropriate cuff pressure management is important. However, the positional change of DLT often cause relative positional change between cuff and trachea. The authors underestimate this critical points.
Response: As previously mentioned, the aim of this study is to evaluate the changes in BCP that could be caused by posture changes in the absence of tube displacement effects. As the reviewer mentions, DLT displacement is common after a posture change and must always be corrected in order to achieve optimal one-lung ventilation. What we want to see is the change in BCP in response to changes in posture with exclusion of the influence of DLT displacement as far as possible. We have assumed that changes in posture could affect the BCP by inducing conformational changes in the bronchial cuff depending on the situation (e.g., in the left mainstem bronchus). Therefore, if by "relative positional change" the reviewer means a change in conformation (the LMB is stretched or opposed), we could assume this to be a contributing factor. However, if it means displacement of the DLT (malpositioning, e.g. herniation over the tracheal carina), and we tried to eliminate such situation, find out if the bronchial cuff is placed in the same site using FOB in both the supine and lateral positions.
